A frican Americans with major depressive disorder (MDD) are significantly less likely than non-Latino Whites to receive guideline-appropriate depression care, take antidepressants, or receive any depression care, even after adjustment for insurance status and socioeconomic factors.
In the Pacific Northwest, African Americans face additional challenges because of the relative lack of racial diversity. Whereas African Americans make up 12.8% of the U.S. population, they comprise only 1.8% of the population in Oregon. 6 As such, there are few culturally specific services and resources. With only a handful of African American physicians or therapists in the whole state, most African
Americans must seek mental health care from non-racially concordant providers, many of whom have little experience in caring for African American patients and little training in cultural competency. In our prior focus group study 7 of Summer 2013 • vol 7.2
depressed African American women in Portland, Oregon, participants viewed the healthcare system as a "White system" and expressed very negative attitudes toward antidepressant medications. They were particularly interested in depression care strategies to self-manage their symptoms, but they often did not have the skills and tools needed to effectively implement such strategies.
The African American Health Coalition is a local community-based, nonprofit organization that has been promoting health and improving wellness in African Americans through health education, advocacy, and research for more than 20
years. One of their programs allows African Americans to receive access to local exercise facilities. This program has been found to be effective in increasing activity in African
Americans with cardiovascular disease. 8 A growing literature supports the effectiveness of exercise in reducing depressive symptoms. 9 Given the community's concerns about antidepressants, the lack of culturally specific mental health services, and the desire for self-management strategies, exercise may be a particularly appealing approach to managing depressive symptoms for some African Americans.
However, most research on exercise for the treatment of depression is with White participants and uses highly 
Methods

Community-Academic Partnership
The President/CEO of an African American communitybased organization, who herself is a masters-level clinical social worker and certified master trainer in chronic illness self-management, 10 approached a physician-researcher at a local university to collaborate on this project. The two women co-led the project as the community and academic Principal Investigators (PIs), respectively. The community PI and community Co-Investigator (Co-I) designed the intervention and recruited participants. The academic PI, the community PI and the community Co-I jointly decided on evaluation methods and created study protocols and recruitment, consent, and data collection instruments. The community PI led intervention sessions and the community Co-I collected data from participants. The academic PI led the data analysis and the three women collaboratively interpreted results and co-authored this paper. The study was approved by the university's institutional review board.
Setting, Recruitment, and Eligibility
The intervention was set within the African American Health Coalition's existing exercise card program, which offers African American adults a pass to use selected community exercise facilities at a greatly reduced cost. Participants complete an intake questionnaire with questions about their exercise habits, medical diagnoses, and medications, as well as the Depression Scale of the PHQ-9.
11-13
To be eligible for the intervention, participants had to 
The Pilot Intervention
The community PI and Co-I created the intervention, using concepts and materials from several sources. The intervention consisted of six weekly 2-hour sessions. 
Data Collection and Measurement Instruments
Participants completed written pre-and postintervention surveys administered at the first and last sessions and participated in one of two group open-ended feedback sessions.
Feedback sessions directly followed the last session, were led by the community Co-I, lasted 1.5 hours, and were taperecorded and transcribed. Participants received $20 gift cards for participating in the pre-or postintervention assessments.
Our primary outcome was change in depression severity, as measured by the Depression Scale of the PHQ-9. 11-13 A meta-analysis of 14 studies found that a cutoff of 10 on the PHQ-9 had a sensitivity and specificity for MDD of 0.80 and 0.92, respectively. 16 The PHQ-9 has been found to reliably track change in severity of depressive symptoms over time. 17 We also assessed a number of intermediate outcomes related to depression and exercise. We measured self-efficacy related to depression care using a six-item scale 18 and assessed five depression self-management behaviors. 18 We also measured exercise self-efficacy using a six-item scale 19 and stage of exercise behavior change using a single item. 20 We measured perceived effectiveness of our intervention using six de novo items on the postintervention survey.
Response options used a 5-point Likert scale with anchors of very effective/very ineffective. We measured overall satisfaction with a single item. Response options used a 5-point Likert scale with anchors of very satisfied/very dissatisfied. We also collected information on demographic characteristics, insurance status, and healthcare utilization.
Data Analysis
We used descriptive statistics to analyze participants' ratings of the program and attendance. We compared pre-and postintervention outcomes using a paired t-test for continu- . A minority of participants had received any care for depression over the past 6 months ( Table 2 ).
The program had excellent attendance, with 86% attending at least five of the six sessions. All participants (100%)
were satisfied with the program and 95% answered that the program was very effective (Table 3) .
We found a very large, significant reduction in depressive symptoms, with mean PHQ-9 depression scores dropping from 14.8 to 7.1 (p < .0001). There were also increases in participants' depression and exercise self-efficacy scores, their use of depression-related self-management behaviors, and their physical activity stage ( Many participants explained that feeling accountable to the group helped them achieve their goals. For example, one said:
This class was just that extra nudge that I needed to get me on track and um, to set goals, and to know that-not only I have to be accountable to that goal for myself, but to this whole group. . . . It really gave me [something] each week to strive for and to be able to meet with the group, that can really relate with the stuff that I am going through as well, it is really a nice change, instead of just going to, um, a nutritionist or someone else who can't really understand where I have been and where I am trying to go and where I am going to get there.
Recommended changes included bringing snacks to class, limiting to fewer participants in each group so that participants had more opportunity to talk about their experiences, and lengthening the program to more than 6 weeks. One factor that may limit the generalizability of our study is the fact that participants were already in the contemplative or preparation stage with regard to making changes in their exercise habits, given that they had already expressed interest in obtaining access to exercise facilities. Results cannot be applied to people who are not interested in increasing physical activity. Participants also all had access to exercise facilities, which may not be the case in other settings. Anecdotally, however, participants most often set activity goals that did not require the use of exercise facilities (e.g., walking in the mall).
Generalizability was also limited by the fact that almost all participants were female. Men may need different recruitment approaches or a different intervention design to participate.
Future research is needed on how to increase health promotion activities in men with depressive symptoms.
Despite these limitations, our study has several important implications. Our findings highlight the value of community organizations as important players in the battle to improve healthcare. They also offer promising preliminary evidence that community-based interventions with African Americans may be effective in reducing depressive symptoms by directly addressing the role of racism on health and providing education, support, and practical tools for self-management. Future research is needed to test the effectiveness of communitybased interventions to reduce depression disparities.
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